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Abstract
Based upon a review of articles published in Australia's major newspapers over the period January
2001 to December 2005, a case study approach has been used to investigate why, when compared
with other small business operators, including medical specialists, Australian governments have
appeared reluctant to protect the economic viability of the businesses of self-employed midwives.
Theories of agenda setting and structuralism have been used to explore that inequity. What has
emerged is a picture of the complex of factors that may have operated, and may be continuing to
operate, to shape the policy agenda and thus prevent solutions to the insurance problems of self-
employed midwives being found.
Introduction
During the period 2000 to 2003, Australia's major daily
newspapers increasingly carried reports about a 'crisis' in
insurance and the impact that upheavals in the insurance
market was having on a number of professions, busi-
nesses and community groups. In terms of the health sec-
tor, the effect that insurance premium increases at the
time had on the Australian medical profession, and the
various policy solutions devised to address those effects,
was comprehensively reported in both the Australian
media and academic literature. Relatively less attention
was paid to the insurance problems experienced by other
health professionals. Of that group, self-employed mid-
wives warrant special attention. Self-employed midwives
are the only health professionals still unable to secure pro-
fessional indemnity insurance within the private sector
insurance market, and this has resulted in the loss of small
businesses.
The purpose of this article is to investigate why, when
compared with other small business operators, including
medical specialists, governments have been reluctant to
protect the economic viability of the businesses of self-
employed midwives when those businesses were threat-
ened by upheavals in the insurance market. A case study
about self-employed midwives' loss of professional
indemnity insurance cover, and their endeavours to regain
that cover and reinstate and protect their independent sta-
tus, provides the platform for this investigation. The case
study will reveal that the withdrawal of professional
indemnity cover may have been justified on the basis of
prudent commercial decisions. However, an analysis of
the case study from the theoretical perspectives of medical
dominance and structural interests suggests that the reluc-
tance of governments to assist self-employed midwives
has been underpinned by the medical profession's
entrenched "monopoly over the provision of obstetric
services" [[1] p.143]. Drawing upon theories of agenda
setting, this article will argue that political interests act to
support the medical profession's dominance in this field
of health care and maintain the status quo. Those interests
have sought, either actively or passively, to suppress or
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eliminate any competition to the medical profession that
may be posed by self-employed midwives. This article
contends that the withdrawal of professional indemnity
insurance cover for self-employed midwives has been a
welcomed ally for the medical profession. Further, it sug-
gests that the lack of availability of this type of insurance
cover from the private market signals that the risk posed
by the provision of birthing services by midwives acting
independently is considered too high, a view that rein-
forces medicine's subordination of midwifery.
Methods
This study uses a mixed-method approach for the collec-
tion, management and coding of data drawn from a
review of news items published in Australia's major news-
papers over the period January 2001 to December 2005
inclusive. The newspapers searched comprised Australia's
two daily national newspapers and each of the major daily
newspapers circulated within each state and territory.
Newspapers circulated weekly such as the Victorian Sun-
day Age and the New South Wales Sunday Telegraph were
also reviewed (see Table 1). Excluded from the review
were regional newspapers and local community (subur-
ban) newspapers that are circulated on a weekly basis.
Using the terms midwives and indemnity and midwives and
insurance, the online tool Factiva was used to conduct the
search of the print media as it provides access to full text
articles. A total of 244 items of relevance to the study com-
prising 200 news and feature articles, 35 letters to the edi-
tor and 9 editorial and opinion pieces were downloaded,
printed and filed chronologically in preparation for data
coding.
Using the grounded theory techniques developed by
Strauss and Corbin [2], the data was indexed according to
key themes with deeper coding drawing out a series of
sub-themes. These themes and any notations made onto
the documents were then compiled into a case record [3].
From the case record a decision was then made in relation
to whether additional information was needed from other
sources, such as government department websites, or by
the generation of additional search results using Factiva so
that an in-depth case study could be written [4].
Background
A health care provider owes a patient a duty of care
because that patient is reliant upon the professional skills
of that provider. If that duty of care is breached and an
injury to the patient arises, then, under the system of tort
law that operates in Australia, that patient may attempt to
financially recover from that health care provider damages
that have resulted because of that breach. Having deter-
mined that a breach of that duty of care occurred and, as
a result the patient was injured, the concern for the law of
torts is then to determine how to best allocate the losses
[5].
In modern Australian society, insurance operates to stop
the mere redirection of loss from the injured to the one
found to have caused the injury. Instead, insurance dis-
tributes the loss "...among all policy holders carrying
insurance on [that particular] type of risk" [[5] p.10]. The
Table 1: Major Australian newspapers
Title Frequency and Circulation Factiva first available issue
Adelaide Advertiser Daily – Adelaide/South Australia 12 January 1998
The Age Daily – Melbourne/Victoria 19 January 1991
The Australian Daily – National 8 July 1996
Australian Financial Review Daily – National 5 April 1982
Canberra Times Daily – Canberra 3 September 1996
Courier Mail Daily – Brisbane/Queensland 20 January 1998
Centralian Advocate Bi-weekly – Darwin, Alice Springs/Northern Territory 7 August 2001
Daily Telegraph Daily – Sydney/New South Wales 8 July 1996
Herald-Sun Daily – Melbourne/Victoria 23 July 1997
Hobart Mercury Daily – Hobart/Tasmania 1 April 1999
Northern Territory News Daily – Darwin, Alice Springs/Northern Territory 6 September 2000
Sunday Age Weekly – Melbourne/Victoria 27 January 1991
Sunday Mail Weekly – Adelaide/South Australia 18 January 1998
The Sunday Mail Weekly – Brisbane/Queensland 21 May 2000
Sunday Tasmanian Weekly – Hobart/Tasmania 21 May 2000
Sunday Telegraph Weekly – Sydney/New South Wales 4 August 1996
Sunday Territorian Weekly – Darwin, Alice Springs/Northern Territory 6 September 2000
Sunday Times Weekly – Perth/Western Australia 12 August 2001
Sydney Morning Herald Daily – Sydney/New South Wales 1 September 1986
West Australian Daily – Perth/Western Australia 2 August 1996Australia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
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principle underpinning such 'loss distribution' is that "if a
certain type of loss is looked upon as the more or less
inevitable by-product of a desirable but dangerous activ-
ity, it may well be just to distribute its costs among all who
benefit from that activity..." [[5] p.9]. Consequently,
while the providers of the activity will initially bear the
cost of losses through their insurance premiums, ulti-
mately these costs will be distributed to other beneficiar-
ies of that activity, that is, consumers, who are likely to be
charged higher prices for those services. The market can
absorb this transfer of premium costs to a point. However,
once that point is reached, continuation of that activity
will no longer be sustainable.
Professional indemnity insurance, like other insurance
products, provides a mechanism for loss distribution. In
the event that an injury arises from a breach of a health
care provider's duty of care for a patient and a claim for
damages against that provider is found, then that pro-
vider's professional indemnity insurance will protect his
or her assets while at the same time provide compensation
for the injured. The desire to protect the interests of both
the midwife and the patient underpins the laws enacted in
some Australian jurisdictions requiring midwives to hold
professional indemnity insurance cover as a condition of
professional registration.
For the majority of Australian midwives, satisfying such a
condition of registration was, and has continued to be,
relatively unproblematic, as their professional indemnity
insurance has been arranged through their public or pri-
vate hospital employers. For those midwives employed to
assist obstetricians or general practitioners in their prac-
tices, those medical practitioners were, and continue to
be, able to arrange insurance cover for 'practice staff'
through their medical indemnity insurer. A similar situa-
tion had, until 2002, existed for nursing agency-employed
midwives where the agency was able to secure insurance
cover on their behalf.
In the minority were those midwives who conducted their
own practices; those midwives are known as independent
or self-employed midwives. For them, satisfying any con-
ditions imposed on their registration requiring that they
hold adequate professional indemnity insurance cover
became somewhat problematic, if not impossible. Up
until mid-2001, some 80 of Australia's 200 self-employed
midwives purchased their professional indemnity insur-
ance cover from Guild Insurance through an arrangement
with the Australian College of Midwives Incorporated
(ACMI) [6]. The option to purchase professional indem-
nity insurance cover through this arrangement was availa-
ble for all midwives who were members of ACMI. The
premiums charged by Guild Insurance ranged from
approximately $1,000 to $1,500 per annum [7].
With the subsequent withdrawal from the market of their
principal insurer, and the increasingly unaffordable levels
of professional indemnity premiums offered by those
remaining insurers willing to extend such cover to this
group of health professionals, the problem for self-
employed midwives became dire. Subsequently, within a
short space of time, professional indemnity cover for
those midwives could no longer be purchased from any
insurer either in Australia or elsewhere in the world. Faced
with the prospect of continuing to operate their busi-
nesses uninsured in terms of their professional indemnity
risk, the majority of Australia's self-employed midwives
eventually stopped providing services.
Case study
A 'crisis' in insurance
During the period 2000 to 2003, as the cost of public lia-
bility insurance premiums increased, so too did the fre-
quency of media reports about the viability of community
groups and small to medium sized businesses. Their
futures were threatened because of their inability to either
meet premium increases which, in some cases, amounted
to a doubling in price within a 12 month period, or
because the scope of their insurance cover was reduced or
their existing cover was withdrawn. Providers of health
care services, in particular medical practitioners, experi-
enced similar effects as the cost of medical indemnity
insurance (a type of professional indemnity insurance)
premiums escalated over the same period.
As the media portrayed a 'worsening insurance crisis',
businesses, including private sector health care providers,
consumers, lawyers, and insurers, blamed one another for
Australia's public liability and professional indemnity
insurance woes. Governments were increasingly called
upon to find solutions that would stem the rise in premi-
ums and strengthen the prospects for longevity of the Aus-
tralian insurance market by attracting more insurers into
its fold. National forums on insurance issues were held,
reports commissioned and vigorous debates waged about
the reasons behind the crippling premium increases and
possible solutions. In the meantime, many in the medical
profession threatened or took action to withdraw their
services and some retired prematurely. Businesses such as
tourist railways, horse trail riding and adventure sports
closed, and events such as community festivals and school
fetes were increasingly cancelled.
While debates about causes and solutions continued, Aus-
tralia's state and territory governments tried to persuade
insurance companies to open their books for examination
[8] and demanded greater Australian Government regula-
tory scrutiny of the insurance industry [9]. Insurers
responded, calling for nationally consistent reforms to the
laws of negligence that would curtail people's ability toAustralia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
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sue for personal injuries thereby leading to a reduction in
the number of claims made, and impose limits on the
level of damages awarded by courts thereby reducing the
amounts that they would have to pay out in compensa-
tion [10].
As an unprecedented state/territory-based reformation of
Australia's tort laws was set in motion, driven by social
and economic imperatives state and territory govern-
ments took more immediate steps to protect businesses
and to preserve community cohesion and social activities.
They brokered or instituted a variety of schemes designed
either to provide public liability cover at affordable prices,
or provide funding assistance for community organisa-
tions and a variety of businesses to purchase insurance
cover. For many businesses and community organisations
these initiatives were their lifelines. However, economic
imperatives appeared insufficiently strong to compel state
and territory governments to assist all types of small busi-
nesses. State and territory governments were reluctant to
assist self-employed midwives, also small business opera-
tors, faced with insurance problems. Further, calls for help
to the Australian Government by ACMI and various mid-
wifery and consumer groups appeared to be ignored.
Unlike the series of actions taken by the Australian Gov-
ernment during this same period to support medical prac-
titioners and their insurers in terms of medical indemnity
insurance arrangements, the Australian Government
seemed unwilling to accept the insurance plight of mid-
wives as an issue worthy of its intervention.
Withdrawal of insurance cover for midwives
When Guild Insurance advised ACMI and its members in
June 2001 that professional indemnity insurance cover for
self-employed midwives would no longer be available
after 1 July 2001, it explained that its decision to withdraw
from the midwifery insurance market was based upon a
review of its portfolio and a re-evaluation of the risks of
midwifery. Guild Insurance advised that it was making a
"responsible decision" and that such cover could be better
provided by others in the market [11]. A significant con-
sideration for Guild Insurance was that even though it had
not received any claims against an insured midwife, the
number of self-employed midwives that it insured was
small and the premiums collected were insufficient to
cover even a single large damages award [12].
By September 2001, St Paul Insurance joined Guild Insur-
ance in withdrawing cover for midwives. St Paul Insurance
was the underwriter for the Victorian branch of the Aus-
tralian Nursing Federation (ANF), which provided profes-
sional indemnity cover for its members. Like Guild
Insurance, St Paul Insurance advised that it regarded the
cost and risk of potential claims as too great (despite no
claims having ever been made against a Victorian midwife
in the 10 years that the ANF had provided cover) [13].
Some seven months after St Paul Insurance withdrew its
cover for Victorian midwives, the Tasmanian branch of
the ANF advised its members that professional indemnity
cover had been withdrawn for self-employed midwives
[14]. ACMI and the Victoria and Tasmanian branches of
the ANF approached other insurers. Each insurer, in turn,
either declined to insure midwives or offered unafforda-
ble premiums [13,14].
For the majority of Australia's self-employed midwives,
the loss of professional indemnity insurance cover as the
term of their current policies ended meant the loss of live-
lihood. With no insurer to write new policies, self-
employed midwives had to decide whether or not to prac-
tice uninsured. Those who made the choice to cease their
practices then had to face the difficult task of advising
their pregnant clients to make alternative arrangements
for their ongoing care and birth of their children. Mid-
wives who had operated their own businesses for years
were forced to retire, pursue an alternative career or find
work in a hospital. Various media reports [15] suggested
that some midwives decided that they would continue to
practice even though they were not insured. This would
potentially expose their personal assets to risk (unless they
had divested themselves of those assets) [16] and, in some
jurisdictions, practicing without insurance cover could
result in deregistration [17].
Through various newspapers, existing or prospective cli-
ents of self-employed midwives expressed their outrage
over the decisions of the insurance industry. Many
reported that they were being denied access to the contin-
uous care of a midwife of their choice or that they were
being 'forced' into giving birth in a hospital under the care
of an obstetrician. In terms of the latter, this was an unpal-
atable option given their belief that birthing is not a med-
ical event and that birthing in a hospital equated with
intervention. Many believed that Australian governments
were standing by and letting insurance companies dictate
how and where women birth. Some, however, refused to
relinquish what they believed to be their basic human
right to choose to birth in the 'safety' of their own home
and revealed that they were determined to give birth at
home without the support of a midwife [18-20].
With hopes fading of finding an Australian insurer pre-
pared to underwrite the liabilities of self-employed mid-
wives, ACMI and the ANF were forced to look overseas.
However, it quickly became apparent that the search
would be fruitless. ACMI and other midwifery and con-
sumer groups turned to Australia's state, territory and fed-
eral governments in a bid to find an insurance solution for
Australia's self-employed midwives.Australia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
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Demands for government action
The initial demands made on Australia's governments by
midwives and consumers were essentially three fold:
(i) provide professional indemnity cover for self-
employed midwives;
(ii) expand public sector maternity services to include
home births thereby giving women an alternative to birth-
ing in a hospital setting; and
(iii) introduce a national, no fault compensation scheme
for those injured through the negligence of others
[18,21,22].
Demands that jurisdictions provide publicly funded
home births or step in as insurers of last resort generated
mixed reactions. The idea of a no fault scheme, which
potentially could address the plight of self-employed mid-
wives in the longer term, appeared to fail to ignite the
imagination of governments.
By March 2002, difficulties in securing professional
indemnity cover for midwives had extended to universi-
ties. For instance, the withdrawal of insurance coverage
for midwifery students of Flinders University in South
Australia left students unable to complete the clinical
component of their studies [23]. Nursing agencies faced a
similar predicament. Unable to secure professional
indemnity cover for their midwives, nursing agencies were
only able to offer midwives general nursing work [24].
Eventually some agencies were able to secure cover
through a Lloyds of London underwriter. However, in at
least one case, the cost of the premium was inflated to at
least five times that of the agency's original policy [25].
Escalation of the medical indemnity 'crisis'
As insurers were withdrawing from writing professional
indemnity cover for midwives, the so called 'medical
indemnity crisis' affecting the Australian medical profes-
sion was escalating. Responding to increasing calls for
government action, the Prime Minister announced a
national forum to discuss medical indemnity issues and
possible solutions. The forum, which was chaired by the
then Australian Government's Minister for Health & Age-
ing, Senator Kay Patterson, was held in Canberra on 23
April 2002. The forum brought together federal, state and
territory health ministers, and representatives of the med-
ical colleges, the Australian Medical Association, medical
defence organisations and a range of other key stakehold-
ers.
Following the national forum on medical indemnity, the
Australian Government implemented a series of initia-
tives designed to support medical practitioners and their
insurers (for a comprehensive account of the 'medical
indemnity crisis', the effect of the broader 'insurance crisis'
and governments' responses see [26,27]). The Australian
Government provided substantial financial support to
Australia's largest medical defence organisation, United
Medical Protection, which entered into provisional volun-
tary liquidation in April 2002 [26]. Additionally, in the
wake of the 2001 collapse of HIH Insurance Ltd., the Aus-
tralian Government introduced a series of legislative
changes designed to strengthen the prudential regulation
of the insurance industry. Those changes included requir-
ing medical defence organisations (which had operated as
doctor-owned funds that would pay claims made against
a member doctor at the organisation's discretion [27]) to
operate as insurers and thereby become subject to the
scrutiny of the Australian Prudential Regulation Authority
[28]. The Australian Government also established a 'Panel
of Eminent Persons' to conduct a 'Principles based Review
of the Law of Negligence'. The Panel was principally
charged with examining "a method for the reform of the
common law with the objective of limiting liability and
quantum of damages arising from personal injury and
death" [[29] p. viii]. Although its remit was broad, in
terms of health professionals the review panel's focus was
on medical practitioners.
By October 2002, a number of steps were also taken to
address rising premiums and provide the medical profes-
sion with more certainty regarding insurance. Direct
financial assistance was provided to medical practitioners
and their insurers through a series of initiatives
announced by the Prime Minister which, over the subse-
quent twelve months, would be further refined. Those ini-
tiatives and their refinements included:
▪ the Premium Support Scheme which would assist eligi-
ble practitioners by making payments on their behalf to
medical indemnity insurers thereby resulting in reduced
premiums being charged to those practitioners [30];
▪ the High Cost Claims Scheme designed to reimburse
medical indemnity insurers for half of the amount paid
out on a claim above $300,000 up to the limit of the prac-
titioner's cover [31]; and
▪ the Exceptional Claims Scheme which would meet the
full cost of any claim that exceeded the level for which a
practitioner was insured [32].
Launch of the National Maternity Action Plan
While the Australian Government was rolling out a series
of initiatives that would cost taxpayers in excess of $600
million over four years and that were fundamentally
designed to dissuade doctors from carrying out their
threats of resignation [33], midwives and consumers rein-Australia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
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vigorated their lobbying of governments. On 24 Septem-
ber 2002, the National Maternity Action Plan for the
Introduction of Community Midwifery Services in Urban &
Regional Australia (the Plan) was launched [34].
Developed by midwives and consumers, the Plan was
designed to influence changes to the way in which mater-
nity services were delivered across Australia by providing
governments with an implementation strategy. The Plan's
authors advised that although a series of government-led
reviews into maternity services since the mid-1980s had
recognised the benefits of midwifery led care, those
reviews had failed to shift the medical model of care
(where the general practitioner or obstetrician acts as the
lead professional) as the principal way in which maternity
services were being delivered in Australia [[34] p. 11].
Drawing upon international research and practice, the
Maternity Coalition, the Australian Society of Independ-
ent Midwives and Community Midwifery WA Inc [[34] p.
6] argued that "midwifery led care is the most appropriate
care for the majority of pregnant women", and that
"maternity services should be reformed to provide univer-
sal access to continuous care by community midwives
through the public health system".
Included in the Plan's recommendations for governments
was one that called on the Australian Government to
introduce a Policy on Maternity Service Provision and
an Implementation Framework that addresses struc-
tural reforms such as funding, legislation, standards of
care and indemnification to enable planned and sus-
tainable implementation of community midwifery
programs in both urban and regional areas as a matter
of priority [[34] recommendation 2, p. 5].
Other recommendations called on the Australian Govern-
ment to review the Medicare Schedule to "include mid-
wives as legitimate experts in the provision of maternity
care for women" [[34] p. 5] and for all Australian govern-
ments to "implement the necessary legislative changes to
enable midwives to order tests and prescribe drug therapy
already commonly used in pregnancy, labour and birth"
[[34] p. 5].
Results
The case study has revealed that the substantial financial
support directed at United Medical Protection, the various
initiatives designed to reassure and support medical prac-
titioners and their insurers, the strengthening of the pru-
dential regulation of the insurance industry, and the
changes to Australia's tort laws were among the series of
reforms designed to stabilise the cost dynamics of the
insurance market in Australia and make it attractive to
overseas insurers. This section will give further considera-
tion to the importance of the insurance industry to the
Australian economy in an attempt to explore whether this
provided any guarantee that governments would assist
self-employed midwives in securing and retaining profes-
sional indemnity insurance cover. It will be shown that
while the Australian Government avoided being drawn
towards addressing self-employed midwives' insurance
issues, Australia's state and territory governments reluc-
tantly intervened – often only because it suited their own
interests to do so. In keeping with the notion that a stable
insurance industry and the availability of insurance is
important to economic activity, this section will also
explore the impact that the loss of professional indemnity
insurance cover for self-employed midwives had on those
small businesses.
Was the importance of the insurance industry and 
insurance products to the Australian economy a guarantee 
that governments would extend assistance to self-
employed midwives?
In terms of premium income, the Australian insurance
market is the world's twelfth largest [35] and in 2003–04
comprised some 4.0 per cent of Australia's Gross Domes-
tic Product [36]. The financial contribution of the insur-
ance industry to the Australian economy, especially in
terms of the number of people it employs, total assets, net
premium revenue and after tax operating profit [37], pro-
vided significant impetus for all Australian governments
to take action when financial difficulties and other stresses
beset the insurance industry over the 2000 to 2003 period.
Moreover, Australian governments recognised that
the true significance of the insurance industry lies in
the fact that if it didn't exist a large proportion of the
rest of the economy wouldn't exist either. Without a
reliable mechanism for pooling and transferring risk,
much economic activity simply would not take place.
Neither would a lot of social activity... [[37] p. 3–4].
Consequently, Australian governments devised a series of
policy solutions that, in the short term, would protect the
viability of businesses that were imperilled or enable gov-
ernments to intervene where the cessation of community
activities had the potential to result in the disruption and
loss of community cohesion. In the health sector those
solutions included the Australian Government's introduc-
tion of a series of initiatives designed to assist medical
practitioners secure and maintain medical indemnity
insurance coverage, as well as protecting the viability of
their insurers. Longer-term solutions that were devised
included the Australian Government's strengthening of
the prudential regulation of insurers, and the unprece-
dented reformation of tort laws by the states and territo-
ries.Australia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
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Governments also reacted to cases of what was considered
as genuine 'market failure' [37]. For instance, when the
insurance market withdrew cover for terrorism risk the
Australian Government recognised that the market was
failing to deliver "the 'socially optimal' amount of a prod-
uct or a tolerable substitute" [[37] p. 10]. It therefore
established the Australian Reinsurance Pool Corporation
through which "insurers [would] be able to reinsure their
exposure to liability, under eligible insurance contracts,
for losses arising from declared terrorist incidents" [38].
Nothing in the public domain indicates that any Austral-
ian government admitted that the insurance market's
withdrawal from the provision of professional indemnity
cover for self-employed midwives and the consequential
loss of small businesses was a case of market failure. What
is evident from the public domain is the general reluc-
tance on the part of all Australian governments to render
assistance to self-employed midwives to protect the eco-
nomic viability of their businesses and their independent
status. Also of note is the determination of all jurisdic-
tions to shift responsibility for finding a solution from
one level of government to another. In fact, the constitu-
tional division of power and the complex relationship
between the Australian Government and the governments
of the states and territories has indeed provided a conven-
ient avenue for such "...buck passing and lack of account-
ability" [[39] p. 28].
The Australian Government avoided being drawn into the
search for either a short or long term solution to the self-
employed midwives' professional indemnity insurance
problem. From the Australian Government's perspective,
there was little financial incentive for it to assist a small
group of health professionals for whom it has no respon-
sibility. Unlike members of the medical profession who
are predominantly paid by the Australian Government
through Medicare, Australia's national health insurance
scheme, the Australian Government has no financial rela-
tionship with self-employed midwives and thus no
responsibility for supporting the services that those self-
employed midwives provide.
The Australian Government's disinterest in assisting self-
employed midwives was illustrated by its response to the
Plan [34], and its refusal to invite ACMI or any other mid-
wifery group to participate in the medical indemnity
forum held in April 2002 [40]. In relation to the Plan, the
then Australian Government's Minister for Health & Age-
ing, Senator Kay Patterson rejected calls to extend Medi-
care to midwives and the then Parliamentary Secretary to
the Prime Minister, Jackie Kelly, not only expressed her
concerns about the Medicare proposal but stated that she
had "reservations about...using government funds to help
midwives caught out in the medical indemnity crisis"
[41]. In addition, Senator Patterson stated that the Aus-
tralian Government had no plans to increase its role in
community midwifery services as that was a principal
responsibility of the states and territories [42]. As for the
medical indemnity forum, Senator Patterson justified the
midwives' exclusion on the basis that the forum was con-
cerned with medical indemnity rather than professional
indemnity, and that she would deal with liability issues
for other health care professionals in due course [43].
However, following the medical indemnity forum, the
focus of the Australian Government remained squarely on
the medical profession.
In response to local pressures, some state and territory
governments capitulated and intervened to provide self-
employed midwives with varying degrees of assistance.
The West Australian Government was one of the first juris-
dictions to offer some assistance to that State's self-
employed midwives. In August 2001, the West Australian
Health Minister announced that the Department of
Health would employ those midwives engaged in the Fre-
mantle Community Midwifery Program. The Government
insurer, RiskCover, would then cover the professional
indemnity of the Program's employed midwives until a
private insurer could be found [7]. This interim arrange-
ment eventually became permanent with RiskCover pro-
viding insurance directly to midwives working in the
Program [[44] p. E2515].
In June 2003, the NSW Health Department (NSW Health)
indicated that it was considering implementing mid-
wifery-led care models in NSW public hospitals where
midwives would be assigned to low risk patients [45]. By
March 2004, this proposal had been extended to one
where NSW Health (or NSW public hospitals or area
health services) would employ midwives to provide pub-
licly funded homebirths for healthy women without med-
ical complications who choose to birth at home [46].
Similarly, the Northern Territory Government responded
when its hand was eventually forced by the Northern Ter-
ritory Nurses' Board's application of legislative provisions
requiring midwives to hold professional indemnity insur-
ance as a condition of registration. The Board's decision to
refuse to renew the registration of self-employed mid-
wives resulted in one of those midwives seeking legal
redress of the Board's decision, and public demand for the
government to intervene and provide professional indem-
nity cover for midwives [47]. The Northern Territory Gov-
ernment's response included the provision of professional
indemnity insurance cover for self-employed midwives
through the Department of Health & Community Services
(with the provision of cover being contingent upon
employment in the public sector), strengthening of the
community midwifery program, the provision of trainingAustralia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
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in advanced obstetrics for midwives and medical practi-
tioners and an outreach antenatal service for remote com-
munities [48].
Shortly following the announcement of the NSW pro-
posal, an initiative to make midwives the primary carers
for pregnant women in the public hospital system was
announced in Victoria [49]. In its three-level system of
maternity services, all women experiencing uncompli-
cated pregnancies and not requiring ongoing medical spe-
cialist supervision would have access to primary maternity
services delivered through Victoria's public hospitals.
Those services would provide women with one-to-one
continuous care of a midwife through their pregnancy,
labour and postnatally. Women requiring medical care
would be provided with secondary or tertiary level serv-
ices according to their level of risk, with midwives still
involved in their antenatal, labour and postnatal care
[50].
In spite of these local initiatives, the states and territories,
in the main, were unwilling to introduce measures to rein-
state the independent, small business status once availa-
ble to self-employed midwives. The West Australia
initiative notwithstanding, state and territory govern-
ments generally avoided taking on private sector risk.
Their unwillingness to step in as insurers of last resort for
self-employed midwives was justified by their belief that
if they were to indemnify one practitioner group in the
private health sector, the 'flood gates would open' leading
other practitioner groups to seek similar coverage [51].
However, concerns about the 'opening of the flood gates'
did not hamper action in the past when, for instance, the
Victorian Government in mid-1996 established a
"...financially viable and legally secure alternative insur-
ance arrangement for general practitioners in rural Victo-
ria whose medical indemnity cover has been subjected to
price increases, particularly in the areas of obstetrics and
anaesthetics" [52]. Likewise, there appears to have been
no hesitation on the part of the states and territories to
assist other small business operators and community
groups that were unable to afford or secure public liability
insurance. For instance, the Victorian Government pro-
vided financial assistance to adventure tourism operators
for the preparation of risk management plans and audits,
and helped facilitate a group insurance scheme for com-
munity organisations [53]. The West Australian, Queens-
land and South Australian Governments also established
similar group insurance schemes for not-for-profit and
community organisations [53]. In terms of finding solu-
tions to the public liability insurance problems of these
businesses and groups, state and territory governments
were prepared to respond on an individual jurisdiction
basis. However, the states and territories maintained that
the midwives' inability to secure professional indemnity
insurance cover was a national problem warranting a
national, rather than a jurisdiction by jurisdiction,
response [24].
An opportunity for negotiating a national response to the
midwives insurance problem was, at the time, available –
namely, through the Australian Health Ministers' Confer-
ence (AHMC) and Australian Health Ministers' Advisory
Council (AHMAC). In fact, it was Australia's health min-
isters who were lobbied by ACMI in an attempt to have
the midwives' insurance issue placed onto the AHMAC
agenda [[44] p. E250]. However, nothing can be readily
found in the public domain to suggest that the midwives'
issue was considered either by AHMC, AHMAC or its
Jurisdictional Working Party on Medical Indemnity or its
Consultative Forum [54].
Did the loss of professional indemnity insurance cover have 
any impact on home birthing trends?
In spite of the inability of self-employed midwives to
secure professional indemnity insurance cover, and the
Australian print media regular reporting on the cessation
of service delivery by self-employed midwives with the
consequential loss of small businesses, home birthing in
Australia has continued. A review of perinatal statistics
published annually by Australian states and territories
demonstrates that while the majority of Australian
women birth in hospital settings (including birth centres
which are managed by midwives and are located within
hospitals or within close proximity to a hospital) some
choose to birth at home. It is recognised that the data on
planned home births may include those homebirths
attended by medical practitioners. It is also recognised
that attending women birthing at home comprises only
one part of the scope of services provided by self-
employed midwives. However, the number of planned
home births in Australia not only provides an indication
of the size of the market served by self-employed mid-
wives, but can also be used to gauge whether the with-
drawal of professional indemnity insurance cover for self-
employed midwives has had any discernable impact on
home birthing.
Figure 1 illustrates the available data on planned home
births reported in Australia's most populous states of Vic-
toria, New South Wales and Queensland. The data pre-
sented in Figure 1 and Table 2 are drawn from the years
1999 to 2004 with the period 1999 to 2000 being that
immediately prior to the insurance market's withdrawal
of professional indemnity insurance cover for self-
employed midwives. The years 2001 to 2004 cover the
period from when professional indemnity insurance
cover for self-employed midwives was being withdrawnAustralia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
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and for the years during which no cover has been availa-
ble.
Table 2 provides information on the reported number of
planned home births as a proportion of total births for the
period 1999 to 2004 for the States of Victoria, New South
Wales and Queensland. The Victorian data for 1999 and
2000 indicate that the proportion of planned home births
reported was 0.21 per cent and 0.18 per cent of all births
in that State for those years respectively, with a decline in
the actual number of planned home births in 2000 com-
pared with 1999. New South Wales' data for the same
period show that the proportion of planned home births
was slightly lower than that for Victoria, with 0.16 percent
of all births in that State in 1999 being planned home
births. The New South Wales data show that the propor-
tion of planned home births slightly decreased to 0.13 per
cent of all births in that State for 2000. Like Victoria, the
actual number of planned home births reported in New
South Wales had also declined in 2000 compared with the
Number of planned home births, 1999 to 2004, Victoria, NSW and Queensland Figure 1
Number of planned home births, 1999 to 2004, Victoria, NSW and Queensland. Source: [82-92].
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previous year. A similar decrease in the actual number of
reported planned home births is noted for Queensland
for the 1999 to 2000 period. However, the Queensland
data show that the actual number of reported planned
home births in Queensland was higher than that reported
for Victoria and New South Wales for both 1999 and
2000. The Queensland data also show that the numbers
of planned home births, as a proportion of all births
reported in that State for 1999 and 2000, were higher than
the proportions reported for Victoria and New South
Wales for the same period. However, like New South
Wales in 2000, Queensland too showed a slight decrease
in the number of reported planned home births as a pro-
portion of all reported births in that year.
Based upon the assumption that self-employed midwives
attended all of the planned home births in the three states
in 1999 and 2000, and that the data are reasonably indic-
ative of the number of planned home births relative to the
number of all births across Australia, the self-employed
midwives' market prior to the loss of professional indem-
nity insurance cover was small.
The withdrawal of professional indemnity insurance
cover for self-employed midwives and the lack of availa-
bility of that cover for the period 2001 to 2004 had a var-
iable impact on the number of reported planned home
births in Victoria, New South Wales and Queensland. In
Victoria, the number of planned home births, as a propor-
tion of all births, remained fairly constant. However, the
actual number of reported planned home births generally
increased over the 2001 to 2004 period. In New South
Wales, the reverse is noted with the actual number of
reported planned home births over the 2001 to 2004
period showing a general decrease. Of the three States, the
Queensland data show the most noticeable decline in
terms of the actual number of planned home births
reported for the 2001 to 2004 period and in the number
of planned home births as a proportion of all reported
births in that State.
In spite of the loss of professional indemnity cover for
self-employed midwives, planned home birthing has con-
tinued in Victoria, New South Wales and Queensland.
This could be attributed to:
(i) medical practitioners attending all of the reported
planned homebirths; or
(ii) home birthing services being provided through the
public hospital system and all of the deliveries being
attended by hospital-employed midwives and/or medical
practitioners;
(iii) self-employed midwives continuing to practice while
uninsured; or
(iv) women birthing at home unassisted or with the assist-
ance of a support person who is not a qualified midwife
(either because self-employed midwives are unwilling to
provide services while uninsured or those who are willing
Table 2: Number of planned homebirths as a proportion of all births, 1999 to 2004, Victoria, NSW and Queensland
Year Number of planned home births Total number of births Planned home births as proportion of all births
Victoria 1999 132 61 586 0.21%
2000 113 61 569 0.18%
2001 126 61 064 0.21%
2002 161 61 959 0.26%
2003 152 62 305 0.24%
2004 181 62 348 0.29%
NSW 1999 139 85 967 0.16%
2000 108 86 460 0.13%
2001 144 84 379 0.17%
2002 99 84 587 0.12%
2003 109 85 032 0.13%
2004 93 84 288 0.11%
Queensland 1999 164 48 042 0.34%
2000 126 48 524 0.26%
2001 102 48 908 0.21%
2002 61 48 324 0.13%
2003 67 49 512 0.14%
2004 57 50 051 0.12%
Source: [82-92]Australia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
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to work uninsured are unable to take on additional
patients).
The most likely explanation is that these data reflect all
four scenarios.
In some areas, private sector general practitioners who
practice obstetrics may be assisting women who choose to
birth at home. Similarly, in New South Wales, where
home birth services are available through the public hos-
pital system, hospital-employed medical practitioners
and/or midwives may be attending home births. The like-
lihood that some women have birthed at home unassisted
rather than in a hospital or birth centre cannot be rejected
[55]. Equally, the determination of midwives to risk regis-
tration and continue to provide services while uninsured
cannot be dismissed [56]. Arguably the data also support
the likelihood that there are women in Australia prepared
to accept greater responsibility for the management of
their own pregnancies and childbirth, and employ mid-
wives who carry no professional indemnity insurance
cover. For these women, a confinement that offers conti-
nuity of care takes precedence over concerns for the con-
sequences of any harm that may arise from the negligence
of the midwife [56].
Discussion
The central concern for this article has been why, when
compared with other small business operators, including
medical specialists, Australian governments have
appeared reluctant to protect the economic viability of the
businesses of self-employed midwives. A general observa-
tion about government decision making is that "decision
makers are not simply forced by events, interest group
pressures, or external agencies to make particular choices;
generally they have a significant range of options in the
management of public problems – including at times the
option of not addressing them" [[57] p.2].
From the Australian Government's perspective, the lack of
any economic relationship with self-employed midwives,
the small size of the self-employed midwives' market, the
existence of a mainstream alternative to home birthing
and care by a self-employed midwife, and the responsibil-
ity of state and territories for community midwifery serv-
ices provides reasonable grounds for not rendering any
assistance to self-employed midwives. On the face of it,
the Australian Government's lack of action to address the
professional indemnity concerns of self-employed mid-
wives – essentially adopting the 'do nothing option' – can
thus be easily explained.
However, such a general observation cannot account for
the varied reactions of Australia's state and territory gov-
ernments. In fact, when those reactions, as well as the Aus-
tralian Government's inaction, are explored from various
theoretical perspectives, any notion that there may be a
simple explanation to this article's question quickly gives
way to a complex picture of underlying motives.
Framework for the exploration of Australian governments' 
reactions
Although situated within the political decision-making
processes of the United States of America, Dye [58] pro-
vides two useful approaches for exploring how problems
are identified and elevated onto the policy making agenda
for government decision-making: agenda setting from the
bottom up and agenda setting from the top down.
Dye's 'bottom up' approach is based upon pluralist
notions that, in an open society, a variety of individuals or
groups outside of government can identify issues for dis-
cussion and gain the support of others, including the sup-
port of government officials, and influence decision
making and the placement of their issues onto the policy
agenda [58,59]. However, such views do not account for
the differences in the influence wielded by various groups,
all of whom are vying for space on that agenda [60],
including those who may be supported by political lead-
ers [61]. In addition, such a perspective fails to account for
the activity of groups focused on preventing items reach-
ing the agenda or 'negative blocking' so that they "pre-
serve prerogatives and benefits that they are currently
enjoying, blocking initiatives that they believe would
reduce those benefits" [[62] p. 52].
In light of this, Dye's [58] alternative 'top down' approach
may better reflect the complex of interests, power and
influences that compete for the attention of policy mak-
ers. This approach is based upon an elitist model of
agenda setting whereby particular groups decide which
problems will be placed onto the policy agenda for the
attention of government. These groups are situated within
government and discuss problems and ideas within pro-
fessional circles and with policy elites [60]. These policy
elites, suggests Dye [58], are leaders in business, finance
and the like who act to advance their interests or act to
protect those interests against potential threats. Propo-
nents of such a view also suggest that government deci-
sion makers and 'policy leaders' within government rely
upon their subordinates situated within government
bureaucracies to passively provide advice and implement
decisions [63].
Given that the reactions of the jurisdictions have varied, it
is important not to limit this investigation to the groups
situated within government and those professional circles
and policy elites with whom issues for the policy agenda
are discussed. In fact, it is plausible that the subordinates
who are situated within government bureaucracies mayAustralia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
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not be acting as passively as proponents of the elitist
model of agenda setting suggest. Consequently, the
framework that will be adopted will examine the reactions
of Australian governments from a top down perspective as
well as a bottom up perspective.
How does a 'top down' perspective explain the reactions 
of Australian governments?
Governments, policy elites and the power of the medical profession
In Australia, the medical profession is included amongst
the policy elites. Its position as the most powerful occupa-
tion in the health care workforce guarantees its ability to
influence government policy [1,64]. That position has
been achieved through a process of evolution in which the
medical profession has gained professional autonomy,
authority over other health professions and an ability to
shape "...society's beliefs about health problems and how
they should be managed" [[1] p. 48]. Willis argues that the
state has supported the medical profession's rise to, and
indeed maintenance of, its position in the health care sys-
tem "primarily by the provision of statutory registration
legislation which has ensured the subordination, limita-
tion or exclusion of the medical professions' competitors"
[[65] p. 202]. This support, has at least in part, been
assured because of "class allegiances between the profes-
sion and conservative political forces" [[66] p. 287].
Control over the management of the childbirth process, a
lengthy contest between medical practitioners and mid-
wives [65,67], serves to illustrate the medical profession's
achievement of its position of professional autonomy and
authority over another health profession. Willis attributes
medicine's ascendancy over midwifery to a process of sub-
ordination and the medicalisation of childbirth rather
than to "advances in the technology associated with child-
birth" [[65] p. 122]. He argues that medicine's subordina-
tion of midwifery was facilitated by midwifery's
incorporation into nursing, an occupation that was
already subordinate to medicine [65]. Equally he consid-
ers the medical profession's waging of 'ideological war-
fare' in discrediting female midwives as "ignorant and
dangerous" [[65] p. 102], and medicine's historical exclu-
sion of women from formal medical and surgical training
as significant factors in the subordination process. Fur-
ther, while Willis [65] argues that the predominance of
women in the occupation of midwifery also facilitated its
subordination by the male dominated medical profes-
sion, the 'struggle' between midwifery and medicine was
not solely gender related. A 'class struggle' also occurred
which saw a shift in attendance at childbirth by "working
class women to attendance by middle class men" [[65] p.
93]. Willis suggests that "associated with this change in
attendance [was the] transition from home to hospital as
the location of childbirth" [[65] p. 93], a transition that
placed childbirth in a setting that was already under med-
ical control. Birthing in a hospital has essentially enabled
the medical profession to position itself to manage the
whole of the confinement [65].
Positioned at the top of the health care occupations' hier-
archy [1], the medical profession has as its main goal the
maintenance of its monopoly over general health policy,
control over its work and the number in its profession,
and the ability to set its own fees [68]. In this position of
power, the medical profession's interests are "served by
the existing social, economic and political structures"
[[64] p. 2126] and thus the medical profession benefits
from the maintenance of the status quo. This, according to
Duckett's [68] application of Alford's structural interest
perspective to the Australian health care system, is essen-
tially the principal hallmark of the dominant interest, the
professional monopolists. Thus, having achieved success
in controlling the overall management of the childbirth
process, it is in the medical profession's interest to ensure
that its control is not eroded. In fact, the withdrawal of
insurance cover for self-employed midwives has vindi-
cated the medical profession's view that a midwife practic-
ing autonomously, but more significantly, in the absence
of any medical supervision, poses a high risk.
Even though the data reveal that the number of planned
home births in Australia is small, the preference demon-
strated by some women to birth at home, employing a
midwife to provide care throughout their pregnancies,
assist in the delivery process and provide care postnatally,
suggests that in Australia the evolution of medicine's con-
trol over midwifery remains incomplete. It stands to rea-
son then that 'competitors' in this 'industry' would
welcome any opportunity that could improve or protect
their market share, or suppress or eliminate competition
– even if that competition is unlikely to pose a significant
economic threat. The inability of self-employed midwives
to secure professional indemnity cover has provided their
rivals with such an opportunity.
As a professional group, midwives are entitled to be con-
sidered among Alford's professional monopolists. How-
ever, unlike the medical profession, midwives are not
considered among the policy elites and their inclusion in
this structural interests group is problematic. Unlike the
medical profession, midwives have not had the benefit of
other institutions defending their interests [68]. Instead,
they have had to find their own political voice and argue
for recognition as independent professionals and the
legitimacy of their role in the childbirth continuum. The
case study has revealed that the political voice of the mid-
wifery profession was strengthened with the assistance of
their supporters – largely women and their families who
have formed the client base of self-employed midwives.
Thus, from a structural interests perspective, such an alli-Australia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
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ance would lend the midwifery profession to be more
appropriately positioned within the group of interests
identified by Alford as the equal health advocates (or the
community interest) [69].
Equal health advocates, according to Palmer and Short
[[1] p. 44] "have in common their desire to improve the
health care available in the community". However, while
Palmer and Short suggest that equal health advocates have
over time organised themselves into more effective lobby
groups, and in the case of midwifery these include the
Maternity Coalition and ACMI, compared with the profes-
sional monopolists equal health advocates are "relatively
diffuse, not well organized, poorly financed, and gener-
ally lacking in bargaining power in the political arena"
[[1] p. 44]. The nature of the debate waged in the public
arena was, in part, demonstrable of this.
Media influence and the public debate
The media provides an important source of information
for the public. However, the media's power lies not just in
its ability to disseminate information but to determine the
issues that are newsworthy and is therefore able to influ-
ence both public opinion and political decision making
[58]. For those who are skilled at capturing its attention
and harnessing that power, the media provides a vital con-
duit for shaping the policy agenda.
Over the period 2001 to 2003, the print media in Aus-
tralia consistently published accounts that spiralling med-
ical indemnity premiums and the threat of legal action
were forcing the premature retirement of obstetricians as
well as practitioners of other medical specialties [70]. In
addition to the potential loss of services due to the early
retirement of medical practitioners [71,72], the print
media regularly reported on the profession's threats to
withdraw services unless governments intervened to stem
premium increases and address the problems of the med-
ical indemnity insurance industry. These stories and those
reporting the Australian Medical Association's claims that,
if the medical indemnity situation remained unchanged
"there will be no one left to look after mothers and
babies" [73], unnerved the public and underpinned the
push for political action.
Articles published in Australia's major newspapers over
the period January 2001 to December 2005 informed the
Australian public that insurers such as Guild Insurance
and St Paul Insurance had decided to withdraw profes-
sional indemnity cover for midwives. They also reported
on inability of the midwifery profession to secure profes-
sional indemnity cover from alternative insurers. Those
articles set the momentum for a subsequent series of
reports about the impact of the loss of insurance cover:
self-employed midwives who would no longer practice;
women who would birth at home without any midwifery
support. However, that momentum failed to generate
widespread public alarm.
Significantly, the plight of the midwives was overshad-
owed by the threat of resignations from the medical pro-
fession because of the increases in the cost of medical
indemnity insurance premiums, particularly for the high-
risk specialties such as obstetrics. If self-employed mid-
wives ceased practicing because of their inability to secure
cover, their decisions would directly affect only a small
proportion of the Australian community. The loss of med-
ical services however had the potential to affect a far
greater proportion of that community.
It is also possible that the very nature of the media reports
about the loss of professional indemnity insurance cover
for midwives, and the impact of that loss, polarised public
opinion. The public debate, as reported in the print
media, was largely focused on hospital births versus home
births. Midwives' inability to secure professional indem-
nity insurance cover and governments' inequitable treat-
ment of small business operators became lost in a sea of
debate that was focused on women's 'rights' to choose
their style of birth and practitioner [12], the perils of an
increasingly interventionist hospital system where caesar-
ean rates were rising well above recommended levels for
developed countries [74]-[76], the morality of pressuring
women to opt for natural childbirth [77], and whether
home births are safer than hospital births [78]. Given that
only a small proportion of the population choose to birth
at home, the media's focus on the issue of home births
probably did little to further the midwives' cause in the
eyes of the broader public.
Compared with the midwifery profession, the medical
profession was better able to use the media to promote its
issues, generate public concern and demand political
action. The media therefore served the medical profession
well by operating as a part of those institutions that
defend the interests of the medical profession.
Formation of symbiotic relationships between governments and the 
medical profession
Governments (including the public service) are included
amongst Alford's corporate rationalists "whose interests
are served by the promotion of greater efficiency, effective-
ness and equity in the provision of health services" [[1] p.
43]. The interests of the corporate rationalists and those of
the professional monopolists are, from Alford's perspec-
tive, in competition [69]. Lewis [[64] p. 2126] suggests
"corporate rationalists challenge the professional monop-
oly, by emphasizing rational planning and efficiency
ahead of deference to the expertise of medical profession-
als". However, Australia's insurance 'crisis' and more spe-Australia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
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cifically, events surrounding the inability of self-
employed midwives to secure professional indemnity
insurance cover, has revealed that an important symbiotic
relationship between two usually combative interests was
formed.
In the interest of political stability, and the effective and
equitable performance of the health system, governments
rely on the medical profession to continue to deliver serv-
ices. In return, governments act to ensure that the interests
of the medical profession are protected and that the status
quo is maintained. The Australian Government's decisive
and financially generous response to the demands of the
medical profession during the medical indemnity 'crisis' is
demonstrative of this relationship. So too is the Australian
Government's steadfast inaction with respect to assisting
self-employed midwives. This is illustrated by its unwill-
ingness to invite midwifery representatives to the medical
indemnity forum, its disregard for the National Maternity
Action Plan and its refusal to recognize the insurance
problems faced by self-employed midwives as a case of
market failure.
Although from an economic perspective the potential
threat to the medical profession posed by self-employed
midwives could be considered negligible, the threat to the
medical profession's dominance in the management of
childbirth is potentially significant. Hence, by refraining
from stepping in as an insurer of last resort, the Australian
Government has ensured that the independent, small
business status once held by self-employed midwives
would not be reinstated. Without that status, any chal-
lenge to medicine's dominance posed by self-employed
midwives, at least in the provision of private sector serv-
ices, would be suppressed.
The symbiotic relationship between the medical profes-
sion and government has also extended to the govern-
ments of the states and territories. However, because of
the reduced influence of the medical profession's union
and associations at the state and territory level compared
with their influence at the national level [64], and the less
direct economic relationship between the medical profes-
sion and the states and territories, that relationship is less
explicit.
Protection of market interests
The primary concern for states and territories, given their
responsibility for the funding and conduct of public hos-
pitals, is to position these hospitals so that they are pro-
tected from potential workforce shortages and any threats
to the delivery of public sector programs. Arguably, this
concern underpinned the various solutions devised by
state and territory governments to support the continued
provision of midwifery services in their jurisdictions. Fur-
ther, it could be suggested that many of those solutions
were designed, and their introduction timed, to take full
advantage of the inability of self-employed midwives to
secure professional indemnity insurance cover and their
subsequent search for employment. For instance, ensur-
ing the continuity of services was the principal concern for
the West Australian Government's extension of insurance
cover to those midwives engaged in the Fremantle Com-
munity Midwifery Program. The Government's support
for the businesses of those midwives involved with that
program was a secondary consideration. Similarly, the
Victorian plan to give midwives greater professional
autonomy in public hospitals was fundamentally
designed to attract midwives into the public hospital sys-
tem as well as to retain experienced employees.
The actions taken by the states and territories have served
to maintain the status quo for the medical profession.
Those midwives who wish to continue to use their skills
but do not wish to practice uninsured were forced to seek
employment within hospitals – settings in which the over-
all management of the childbirth rests with the medical
profession. Further, even though the Victorian proposal
seeks to give greater autonomy to midwives in public hos-
pitals, it does not support midwives in private practice by,
for example, granting private practice admitting rights
into public hospitals. In this regard, the medical profes-
sion relies upon the state and territory governments to not
further empower midwives by expanding their autonomy
in the public hospital system and to refrain from stepping
in as insurers of last resort for self-employed midwives
which, in turn, would reinstate the independent, small
business status once held by self-employed midwives.
Does a 'bottom up' perspective provide any additional 
explanations for the reactions of Australian governments?
Earlier it was suggested that the protection of public sector
interests underpinned the various solutions devised by
state and territory governments to ensure the continued
delivery of midwifery services in their respective jurisdic-
tions. Of interest is whether those decisions, both in terms
of their nature and scope, could have been influenced
from the 'bottom up'.
Meier and Bohte [79] provide a useful standpoint from
which such an enquiry can be launched. They contend
that "bureaucracies are political institutions that are capa-
ble of representing the interests of citizens just as legisla-
tures or executives do" [[79] p. 455]. Commentators such
as Scott [80] and Sowa and Selden [81] temper this view
by suggesting that such representation can only occur in
bureaucracies with organisational structures and cultures
that enable bureaucrats to exercise discretion. Within such
an environment, the level of discretion able to be exer-
cised by bureaucrats is dependent upon factors such as theAustralia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
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degree of supervision exercised over employees, and the
nature of the decisions being made [79]. Also significant
are the values and attitudes held by the bureaucrat, and
how he or she reads cues from the work environment in
terms of the role that could be adopted towards represent-
ing outside interests [81].
For some bureaucrats their role may extend to acting as a
'trustee of minority interests' whereby he or she will
assume the responsibility for "making a difference in pol-
icy outcomes for minorities, ensuring that their interests
are served, and ensuring that they are given increasing
access to the policy process" [[81] p.704]. Herbert, accord-
ing to Sowa and Selden [[81] p. 704], suggests "minority
communities often seek public administrators who will
listen to them, who can communicate with them, who
care about them". The likelihood of minority groups find-
ing such sympathetic bureaucrats would be greater than
those groups being able to find a receptive, higher-level
decision-maker such as government minister. Further, it is
within the bureaucracy that minority groups will find
bureaucrats that have developed particular areas of exper-
tise and are therefore well positioned to undertake
research, develop options, draft documents and advise
senior management and ministers on proposals and strat-
egies. Bureaucrats from this group, because of their
knowledge, are often appointed to committees, which, if
external to their departments, provide valuable opportu-
nities for broad networking and opinion sharing.
Conclusion
The most significant issue arising from the story of the
insurance problems besetting self-employed midwives is
the apparent unwillingness of Australian governments to
consider the withdrawal of the insurance market from
writing professional indemnity insurance cover for self-
employed midwives, and the impact on their businesses,
as a case of genuine market failure that warranted some
form of government intervention. Specifically, the form of
intervention not forthcoming from governments was
either the provision of government-based insurance cover
in the absence of any insurance provider willing to extend
professional indemnity to these small business operators
or, when insurance providers were subsequently identi-
fied, the provision of financial assistance needed by self-
employed midwives to secure such cover in the market
place.
This article has suggested that there has been a general
reluctance on the part of all Australian governments to
protect the economic viability of the businesses of self-
employed midwives following the insurance market's
withdrawal of professional indemnity insurance cover.
This same degree of reluctance was not evident when gov-
ernments were called upon to assist the medical profes-
sion during its so called 'medical indemnity crisis' nor
when premiums for public liability insurance reached lev-
els that imperilled the viability of businesses or led to the
cessation of community activities which in turn had the
potential to result in the disruption and loss of commu-
nity cohesion.
Consequently, this article has used a series of theoretical
perspectives to explore why governments have reacted in
the way that they have to the insurance problems that
have beset self-employed midwives. These perspectives
have revealed that the inequitable treatment of these
small business operators, when compared with the sup-
port provided to the medical profession, stems from the
capacity to influence governments' decision-making agen-
das.
Many factors impinge upon this capacity and these were
explored from a 'top down' as well as a 'bottom up' per-
spective. A top down perspective revealed that to influ-
ence the agenda, self-employed midwives must overcome
a seemingly insurmountable power imbalance between
their profession and the medical profession. This article
has suggested that the power of the latter is further
enhanced by those institutional structures such as govern-
ments and the media who not only continue to serve the
interests of the medical profession but who, in so doing,
form important symbiotic relationships with the medical
profession.
A 'bottom up' perspective has revealed that government
bureaucracies are not passive subordinates that merely
provide advice and implement decisions. Instead, it is sug-
gested that government bureaucracies wield a high degree
of influence over the policy decisions of governments. The
fact that jurisdictions have rendered assistance to self-
employed midwives (although this has effectively
stopped short of reinstating self-employed midwives'
independent status as small business operators) is
demonstrative of the multidimensional nature of agenda
setting and policymaking processes in state and territory
bureaucracies. At the highest level, that is, the level of gov-
ernment ministers, the influence of the medical profes-
sion is strongest. Below this level is the bureaucracy and
although its influence may not be as overt as that held by
those in government or within the dominant interests, it
is no less powerful and may be operating to undermine a
policy agenda that is preventing solutions to the insurance
problems of self-employed midwives being found.
Self-employed midwives failed to control the public
debate and harness the power of the media to influence
political action. The case study revealed that the public
debate was largely driven by ideology and the media's
attention was captured by those advocating home birth-Australia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
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ing as a superior choice to birthing in a medicalised hos-
pital environment. Such a debate was never going to
succeed in engendering widespread public support as only
a very small proportion of the Australian population seeks
the services of self-employed midwives, and the impact of
the loss of these midwifery services would be minimal for
the broader population. In comparison, the medical pro-
fession was masterful in using the media to engender pub-
lic support – essentially by using the threat of service
losses to generate a campaign of public fear and thus
political action.
The debate did not focus on economic arguments and the
amelioration of the perception of the high level of risk
posed by self-employed midwives. Further, the campaign
waged by self-employed midwives in both the media and
with governments was not one that demanded that the
services provided by self-employed midwives be accepted
as a legitimate economic activity within the health sector
and thus worthy of treatment like any other small busi-
ness operators seeking to protect their livelihood. Once it
became apparent that their initial demand for govern-
ments to provide professional indemnity cover would not
be realised, self-employed midwives did not demand that
the Australian Government either:
(i) require existing medical indemnity insurers to pool
comparable risks and thus extend professional indemnity
insurance cover to self-employed midwives (this could
have been effected through existing regulatory arrange-
ments); or
(ii) take action, as it had done on at least one other occa-
sion, because clearly the market was failing to deliver "the
'socially optimal' amount of a product or a tolerable sub-
stitute" [[37] p. 10].
Competing interests
The author declares that she has no competing interests.
Acknowledgements
The author sincerely thanks Professor Vivian Lin for her supervision of this 
study and her valuable comments on earlier drafts. The views expressed in 
this article and the conclusions drawn are those of the author and should 
in no way be considered to represent any official endorsement of the Vic-
torian Department of Human Services.
References
1. Palmer GR, Short SD: Health Care & Public Policy. An Australian Analysis
2nd edition. South Melbourne, MacMillan Education Australia; 1994. 
2. Strauss A, Corbin J: Basics of Qualitative Research. Techniques and Pro-
cedures for Developing Grounded Theory Thousand Oaks, Sage Publica-
tions; 1998. 
3. Patton MQ: Qualitative Evaluation and Research Methods 2nd edition.
Newbury Park, Sage Publications; 1990. 
4. Yin RK: Case Study Research: Design and Methods Beverly Hills, Sage
Publications; 1984. 
5. Flemming JG: The Law of Torts 8th edition. Sydney, The Law Book
Company; 1992. 
6. Hansard: Australian Capital Territory, Legislative Assembly.
:2544 [http://www.hansard.act.gov.au/hansard/2001/week08/
2544.htm]. (2001 August 8)
7. Prior W: Home birth insurance rescue.  West Australian . 2001
August 9: Available online: Factiva (News and Business Information)
8. Breusch J: Open up, insurers asked.  Australian Financial Review :4.
2002 January 31, Available online: Factiva (News and Business Infor-
mation)
9. Hepworth A, Strutt S: Insurers face call to pass on savings.  Aus-
tralian Financial Review :4. 2002 May 9, Available online: Factiva (News
and Business Information)
10. Jones R: Reforms to insurance system must be consistent.
Australian Financial Review :63. 2002 July 9, Available online: Factiva
(News and Business Information)
11. Hart M: Threat to home births as insurer withdraws midwife
cover.  Courier Mail :4. 2001 July 12, Available online: Factiva (News
and Business Information)
12. Robotham J: Home births in peril as midwives lose insurance
cover.  Sydney Morning Herald :3. 2001 July 7, Available online: Factiva
(News and Business Information)
13. Caulfield C: Homebirths threat – insurer withdraws coverage
for state's midwives.  Herald Sun :9. 2001 September 1, Available
online: Factiva (News and Business Information)
14. Rose D: Insurance costs hit state's home births.  Hobart Mercury
:5. 2002 April 13, Available online: Factiva (News and Business Infor-
mation)
15. Cain P: Uninsured midwives withdraw services.  Sunday Territo-
rian :8. 2002 June 2, Available online: Factiva (News and Business Infor-
mation)
16. Davis J: My career – midwifery becoming endangered voca-
tion.  The Age :44. 2002 August 24, Available online: Factiva (News
and Business Information)
17. Nursing Act 1995 (Tasmania), section 22 (2) .
18. Crouch B: Protests over home birth threats.  Sunday Mail :15.
2001 July 29, Available online: Factiva (News and Business Informa-
tion)
19. Richardson K: We must not lose birthing at home.  Canberra
Times :8. 2001 July 16, Available online: Factiva (News and Business
Information)
20. Amazon S: Denying women basic human right.  Adelaide Adver-
tiser :17. 2001 July 30, Available online: Factiva (News and Business
Information)
21. Germein M, Houghton R: Insurance rules limiting right to home
birth.  Adelaide Advertiser :16. 2001 July 23, Available online: Factiva
(News and Business Information)
22. Rossi H: Indemnity loss hits home births.  Sunday Mail :41. 2001
September 23, Available online: Factiva (News and Business Informa-
tion)
23. Pengelley J: Insurance blow midwife students the new liability
victims.  Adelaide Advertiser :1. 2002 March 26, Available online: Fac-
tiva (News and Business Information)
24. Pengelley J: Crisis move as midwives lose cover.  Adelaide Adver-
tiser :13. 2002 May 20, Available online: Factiva (News and Business
Information)
25. Hailstone B: Midwives cover to drive up fees.  Adelaide Advertiser
:9. 2002 May 24, Available online: Factiva (News and Business Informa-
tion)
26. Fowler S: Medical indemnity: crisis and response, Discussion paper 56
Haymarket, Centre for Health Economics Research and Evaluation,
University of Technology Sydney; 2005. 
27. Tito-Wheatland F: Medical indemnity reform in Australia:
"first do no harm".  Journal of Law, Medicine and Ethics Fall 2005,
33(3):429-443.
28. Howard J: A New Medical Indemnity Insurance Framework.
[press release, Prime Minister of the Commonwealth of Australia]  [http://
pandora.nla.gov.au/pan/10052/20031121-0000/www.pm.gov.au/
news/media_releases/2002/media_release1937.htm]. 2002 October
23 [cited 2002 October 28]
29. Review of the Law of Negligence Panel [Chairman: Justice David Ipp]:
Review of the law of negligence. Report Canberra, Commonwealth of
Australia; 2002. 
30. Department of Health & Ageing: Medical indemnity -frequently asked
questions, premium support scheme  [http://www.health.gov.au/inter
net/wcms/publishing.nsf/Content/health-medicalindemnity-faq-
pss.htm#what%20is]. Canberra, Department of Health & Ageing
[cited 2004 August 24]Australia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
Page 17 of 18
(page number not for citation purposes)
31. Department of Health & Ageing: Medical indemnity -frequently asked
questions, the high cost claims scheme  [http://www.health.gov.au/inter
net/wcms/publishing.nsf/Content/health-medicalindemnity-faq-
hccs.htm]. Canberra, Department of Health & Ageing [cited 2004
August 24]
32. Department of Health & Ageing: Exceptional claims scheme (formerly
known as blue sky scheme)  [http://www.health.gov.au/internet/wcms/
publishing.nsf/Content/health-medicalindemnity-faq-ecs.htm]. Can-
berra, Department of Health & Ageing [cited 2004 August 24]
33. Abbott T, Coonan H: Medical indemnity arrangements.  [press
release, Department of Health & Ageing]  [http://www.health.gov.au/
internet/ministers/publishing.nsf/Content/health-mediarel-yr2003-ta-
abb097.htm?OpenDocument&yr=2003&mth=12]. 2003 December
17 [cited 2004 August 24]
34. Maternity Coalition, Australian Society of Independent Midwives,
Community Midwifery WA Inc: National maternity action plan
for the introduction of community midwifery services in
urban & regional Australia.  Birth Matters 2002, 6(34-25 [http://
www.maternitycoalition.org.au/nmap/nmap.html]. [cited 2006 Janu-
ary 24]
35. AXISS Australia: Data alert. Australian insurance market – the fourth larg-
est in Asia-Pacific region  [http://www.axiss.gov.au/
index.cfm?event=object.showContent&objectID=CC76C9B6-E8BC-
4AE0-0731600221A63620]. Canberra, Invest Australia, Australian
Government 2006 March 3 [cited 2006 April 23]
36. Australian Bureau of Statistics: ABS data available on request,
Australian System of National Accounts, [personal commu-
nication by email].  . 2007 July 27
37. Henry K: Address by the Secretary to the Treasury. Proceedings of the
Insurance Council of Australia Conference, 2002 August 22, Canberra, Aus-
tralia .
38. Costello P: Address by the Treasurer of the Commonwealth of Australia.
Proceedings of the Insurance Council of Australia Conference, 2004 August
12, Canberra, Australia  [http://www.treasurer.gov.au/Display
Docs.aspx?doc=speeches/2004/
010.htm&pageID=005&min=phc&Year=2004&DocType=1]. [cited
2006 June 15]
39. Rydon J: The federal system.  In The Politics of Health. The Australian
Experience 2nd edition. Edited by: Gardner H. Melbourne, Churchill
Livingstone; 1995:8-30. 
40. MacDonald E: No room at summit table for midwifery crisis.
Canberra Times :4. 2002 April 23, Available online: Factiva (News and
Business Information)
41. Cronin D: Midwives out of Medicare loop.  Canberra Times :5.
2002 September 22, Available online: Factiva  (News and Business
Information)
42. Enthral M: Push to extend Medicare to midwives hits the wall.
Sydney Morning Herald :8. 2002 September 25, Available online: Factiva
(News and Business Information)
43. Kerin J, White A: Doctors offered no-fault 'sorry'.  The Australian
:1. 2002 April 23, Available online: Factiva (News and Business Infor-
mation)
44. Official Committee Hansard: Economics References Committee, Senate,
Reference: Public liability and professional indemnity insurance, 2002 July
10, Melbourne  [http://www.aph.gov.au/hansard/senate/commttee/
s5651.pdf]. [cited 2006 June 15]
45. No doctor in the house.  Sydney Morning Herald :12. 2003 June 26,
Available online: Factiva (News and Business Information)
46. Robotham J: Home births on the state: the healthy woman's
option.  Sydney Morning Herald :1. 2004 March 1, Available online:
Factiva (News and Business Information)
47. King G: Midwife ban goes to court.  Centralian Advocate :5. 2004
November 9, Available online: Factiva (News and Business Informa-
tion)
48. Falconer R: Home birth midwives' reprieve.  Centralian Advocate
:7. 2004 November 19, Available online: Factiva (News and Business
Information)
49. Bachelard M, Tobler H: Midwives to take on pregnancy care.
The Australian :5. 2004 June 23, Available online: Factiva (News and
Business Information)
50. Victorian Department of Human Services: Future Directions for Victo-
ria's Maternity Services Melbourne, Programs Branch, Metropolitan
Health & Aged Care Services, Victorian Department of Human Serv-
ices; 2004. 
51. Home birth funds ruled out.  Hobart Mercury :5. 2002 April 17,
Available online: Factiva (News and Business Information)
52. Victorian Department of Human Services: Medical indemnity insurance.
Melbourne  [http://www.health.vic.gov.au/medindemnity/a.htm]. Vic-
torian Department of Human Services [cited 2006 July 2]
53. Coonan H: Joint communiqué. Ministerial meeting on public
liability, Brisbane.  [press release, Minister for Revenue and the Assist-
ant Treasurer, the Commonwealth of Australia]  [http://assistant.treas
urer.gov.au/DisplayDocs.aspx?pageID=095&doc=publications/2002/
20021115_2.htm&min=hlc]. 2002 November 15 [cited 2006 June 15]
54. ACT Department of Health & Community Care: ACT leads with
medical indemnity reforms.  Healthy Territory . 2002 April: 8
55. Cronin D: Unaided home births likely says coalition.  Canberra
Times :6. 2002 June 3, Available online: Factiva (News and Business
Information)
56. Hailstone B: Midwives, no insurance – and everyone's happy.
Adelaide Advertiser :15. 2003 July 15, Available online: Factiva (News
and Business Information)
57. Grindle MS, Thomas JW: Public Choices and Policy Change. The Political
Economy of Reform in Developing Countries Baltimore, The John Hop-
kins University Press; 1991. 
58. Dye TR: Understanding Public Policy 11th edition. Upper Saddle River,
New Jersey, Pearson Prentice Hall; 2005. 
59. Cobb RW, Elder CD: Participation in American Politics. The Dynamics of
Agenda-Building Boston, Allyn and Bacon; 1972. 
60. Lewis JM, Considine M: Medicine, economics and agenda-set-
ting.   Soc Sci Med 1999, 48(3):393-405.
61. Lewis JM: Health Policy and Politics: Networks, Ideas and Power Mel-
bourne, IP Communications; 2005. 
62. Kingdon JW: Agendas, Alternatives and Public Policies Boston, Little,
Brown and Company; 1984. 
63. Colebatch HK: Policy 2nd edition. Buckingham, Open University Press;
2002. 
64. Lewis JM: Being around and knowing the players: Networks of
influence in health policy.   Soc Sci Med 2006, 62(9):2125-2136.
65. Willis E: Medical Dominance St. Leonards, Allen & Unwin; 1989. 
66. Germov J: Challenges to medical dominance.  In Second Opinion.
An Introduction to Health Sociology 2nd edition. Edited by: Germov J.
South Melbourne, Oxford University Press; 2002. 
67. Gardner H: Political parties and health policies.  In The Politics of
Health. The Australian Experience 2nd edition. Edited by: Gardner H.
Melbourne, Churchill Livingstone; 1995:128-183. 
68. Duckett SJ: Structural interests and Australian health policy.
Soc Sci Med 1984, 18(11):959-966.
69. Alford RR: Health Care Politics. Ideological and Interest Group Barriers to
Reform Chicago, The University of Chicago Press; 1975. 
70. Hart M: Risky practices.  Courier Mail :15. 2001 November 8, Avail-
able online: Factiva (News and Business Information)
71. Hailstone B: Rural births at risk.  Adelaide Advertiser :35. 2001 Feb-
ruary 7, Available online: Factiva (News and Business Information)
72. Hammond P: Bush babies lose delivery of service.  Courier Mail
:8. 2001 June 12, Available online: Factiva (News and Business Infor-
mation)
73. Cassrels D: Labour pains.  Courier Mail :31. 2002 February 23, Avail-
able online: Factiva (News and Business Information)
74. Neill R: Mothers-to-be caught in ideological battlefield.  The
Australian :13. 2001 March 23, Available online: Factiva (News and
Business Information)
75. Pirani C: Birth rites.  The Australian . 2003 February 8: np, Available
online: Factiva (News and Business Information)
76. Taylor Z: Quarter of mums push for caesars.  Daily Telegraph :9.
2005 January 22, Available online: Factiva (News and Business Infor-
mation)
77. Cronin D: Clash over 'right' way to give birth.  Canberra Times
:5. 2002 January 19, Available online: Factiva (News and Business Infor-
mation)
78. Family preferred to do things naturally.  Herald Sun :9. 2001
September 1, Available online: Factiva (News and Business Informa-
tion)
79. Meier KJ, Bohte J: Structure and discretion: Missing links in rep-
resentative bureaucracy.  Journal of Public Administration Research
and Theory 2001, 11(4):455-470.
80. Scott PG: Assessing determinants of bureaucratic discretion:
An experiment in street-level decision making.  Journal of Public
Administration Research and Theory 2001, 7(1):35-58.
81. Sowa JE, Selden SC: Administrative discretion and active rep-
resentation: An expansion of the theory of representative
bureaucracy.  Public Administration Review 2003, 63(6):700-710.Publish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
Australia and New Zealand Health Policy 2008, 5:6 http://www.anzhealthpolicy.com/content/5/1/6
Page 18 of 18
(page number not for citation purposes)
82. Victorian Government Department of Human Services: Births in Victo-
ria 1999–2000. Table 2.15, Place of Births, All Confinements, 1999–2000
Melbourne, Perinatal Data Collection Unit, Public Health, Victorian Govern-
ment Department of Human Services 2001:26.
83. Victorian Government Department of Human Services: Births in Victo-
ria 2001 – 2002. Table 2.17, Place of Births, All Confinements, 2001 –
2002 Melbourne, Victorian Perinatal Data Collection Unit, Public Health,
Victorian Government Department of Human Services 2003:31.
84. Victorian Government Department of Human Services: Births in Victo-
ria 2003 – 2004. Table 2.17, Place of Births, All Confinements, 2003 –
2004 Melbourne, Victorian Perinatal Data Collection Unit, Public Health,
Victorian Government Department of Human Services 2005:31.
85. NSW Department of Health: NSW Public Health Bull 2004: 15 (S-5).
New South Wales Mothers and Babies 2003, Table 9, Confinements by
Place of Birth, NSW 1999 – 2003 Sydney, Centre for Epidemiology and
Research 2004:21.
86. NSW Department of Health: NSW Public Health Bull 2005: 16 (S-4),
New South Wales Mothers and Babies Table 9, Maternal Place of Birth,
NSW 2000 – 2004 Sydney, Centre for Epidemiology and Research
2005:22.
87. Queensland Health: Perinatal Statistics – Queensland 1999, Table 8.01,
Mothers Delivering in Queensland, 1999 – Commonwealth Health Sub-
region of Usual Residence of Mother by Type of Facility and Accommodation
[http://www.health.qld.gov.au/hic/peri99/peri_99.htm]. [cited 2006
October 23]
88. Queensland Health: Perinatal Statistics 2000, Table 8.01a, Mothers
Delivering in Queensland, 2000 – Commonwealth Health Sub-region of
Usual Residence of Mother by Type of Facility and Accommodation  [http:/
/www.health.qld.gov.au/hic/peri2000/peri_00.htm]. [cited 2006 Octo-
ber 23]
89. Queensland Health: Perinatal Statistics 2001, – Queensland Table 8.01,
Mothers Delivering in Queensland, 2001 – Commonwealth Health Sub-
region of Usual Residence of Mother by Type of Facility and Accommodation
[http://www.health.qld.gov.au/hic/peri_01.html]. [cited 2006 October
23]
90. Queensland Health: Perinatal Statistics – Queensland 2002, Table 8.01,
Mothers Delivering in Queensland, 2002 – Commonwealth Health Sub-
region of Usual Residence of Mother by Type of Facility and Accommodation
[http://www.health.qld.gov.au/hic/peri2002/peri_02.htm]. [cited 2006
October 23]
91. Queensland Health: Perinatal Statistics – Queensland 2003, Table 8.01a,
Mothers Delivering in Queensland, 2003 – Commonwealth Health Sub-
region of Usual Residence of Mother by Type of Facility and Accommodation
[http://www.health.qld.gov.au/hic/peri03_final/28237dmp.htm]. [cited
2006 October 23]
92. Queensland Health: Perinatal Statistics – Queensland 2004, Table 8.01a,
Mothers Delivering in Queensland, 2004 – Commonwealth Health Sub-
region of Usual Residence of Mother by Type of Facility and Accommodation
[http://www.health.qld.gov.au/hic/peri2004/peri2004_final.pdf]. [cited
2006 October 23]